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INTRODUCTION
Episiotomy is a surgical incision of the perineum to 
prevent perineal and anal area laceration. It is the se-
cond most common surgical procedure in obstetrics 
at er umbilical cord clamping (1). For some 30 years 
now, midwives and obstetricians all over the world
have been reconsidering justii cation and role of epi-
siotomy, as it used to be performed in almost all pri-
miparae. In Croatia, episiotomy was introduced in 
the i rst half of the 20th century to become a routine 
procedure at maternity wards in the 1960s and 1970s, 
with a prevalence of 90%. Delivery management inc-
luded manual perineal protection (MPP) performed 
by midwife and episiotomy performed by midwife or 
obstetrician in Croatian maternity wards (2). 
In their review from 1983, h acker and Banta disputed 
the then rooted opinion that routine episiotomy redu-
ced the incidence of third- and fourth-degree perineal 
tears, prevented pelvic l oor lesions and consequential 
urinary and anal incontinence, and reduced the risk of 
neonatal brain damage (3). According to recent me-
ta-analyses and guidelines, perineal lacerations can be 
reduced by avoiding routine use of episiotomy (4,5). 
h e more so, routine episiotomy has been demonstra-
ted to increase the rate of perineal pain and blood loss, 
and to favor the occurrence of hematoma, infection, 
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dehiscence and sexual dysfunction, while increasing 
economic cost of the procedure (4,5). h e conventio-
nal attitude of some obstetric centers that episiotomy 
should be used in all primiparae, and consequentially 
also in multiparae, has been challenged by numerous 
studies demonstrating episiotomy to be justii ed exc-
lusively in case of properly set indications to prevent 
pelvic l oor laceration (5-7).
A restrictive approach with episiotomy used exclusive-
ly for medical indication while stimulating MPP has 
been introduced in clinical practice at Department of 
Gynecology and Obstetrics, Sveti Duh University Hos-
pital for several years now, having changed the attitu-
des of midwives and obstetricians on the issue (6). 
h e aim of the study was to determine the number and 
prevalence of third- and fourth-degree perineal tears 
with restrictive use of episiotomy, and the prevalence 
of obstetric anal sphincter injuries (OASIS) according 
to obstetric and neonatologic parameters.
SUBJECTS AND METHODS
h is retrospective clinical study was performed at De-
partment of Gynecology and Obstetrics, Sveti Duh 
University Hospital, during the period from January 
1, 2010 until December 31, 2014, when consistent use 
of restrictive episiotomy was introduced with manu-
al perineal protection. Our analysis approved by the 
Hospital Ethics Committee included 51 cases of third- 
and fourth-degree perineal tears out of the total num-
ber of 12858 vaginal deliveries. 
h e following data were collected: maternal parity, 
anthropometry data (body weight, gestational weight 
gain, body height and body mass index (BMI)) and 
age; neonatal gestational age, anthropometry (birth 
weight and birth length); OASIS distribution accor-
ding to years, OASIS types (grades I, II, IIIa, IIIb, IIIc 
and IV) (8), labor onset, use of epidural analgesia, in-
strumental labor termination with vacuum extraction, 
and presence of obstetric risk factors (shoulder dysto-
cia, fetal head del ection anomaly). Neonatal parame-
ters were categorized into two groups, as follows: birth 
weight <4000 g and >4000 g; head circumference ≤34 
cm and >34 cm; delivery duration: overall delivery du-
ration <10 hours and >10 hours, and duration of the 
second stage of labor <1 hour and >1 hour. h e obste-
tric team consisted of a resident and midwife or an 
obstetrician and midwife (<10 years, less experienced; 
and ≥10 years, experienced). A team consisting of an 
obstetrician and experienced midwife was considered 
most experienced. All these variables were assessed 
according to the use of episiotomy.
Data were processed by descriptive analysis and dif e-
rences between the groups tested by use of z-test for 
proportions. Microsot  Excel™ was employed on data 
storage and processing. h e level of statistical signii -
cance was set at p≤0.05.
RESULTS
During the 5-year study period from January 1, 2010 
until December 31, 2014, there were 12858 vaginal de-
liveries at our maternity ward, with OASIS diagnosed 
in 51 (0.4%) women. In the group of women with OA-
SIS, there were 35 (68.7%) primiparae and 13 (25.5%) 
secundiparae, while there was only one (2.0%) tertipa-
ra and two (3.9%) quadriparae. h e mean age of study 
women was 31.7 (range, 17-43) years, mean body we-
ight 80 kg, mean gestational weight gain 15.7 kg, mean 
body height 168 cm, mean BMI 28.4 kg/m2, and mean 
gestational age 40 (range, 37-41.7) weeks (Table 1).
Table 1. 










Age (yrs) 51 31.67 5.58 17 32 43
Body weight (kg) 50 79.96 11.02 65 79 113
Gestational weight gain 
(kg)
49 15.65 4.39 7 15 25
Body height (cm) 50 167.58 6.47 153 168 182
Body mass index (kg/m2) 50 28.42 3.05 22.00 28.00 38.70
OASIS = obstetric anal sphincter injuries; n = number of subjects 
(data unavailable for some observations); M = arithmetic mean; SD 
= standard deviation
In this study, BMI >30 kg/m2 was not a risk factor 
for OASIS (p>0.05). h e mean neonatal birth weight 
was 3687.06 g and mean birth length 51.39 cm. Male 
newborns (52.9%) prevailed over female ones (47.1%).
h e highest and lowest number of third-degree pe-
rineal tears was recorded in 2013 and 2010 with 14 
(27.5%) and six (11.8%) cases, respectively. h e IIIA 
type was most common, recorded in 68.8% (n=35) of 
women, whereas there was no case of type IV; button-
hole tear, classii ed separately according to the Sultan 
and Royal College of Obstetricians and Gynecologists 
(RCOG) (8), occurred in two (3.9%) cases (Table 2). 
In the group of 51 women with OASIS, spontaneous 
delivery prevailed (n=25; 49%), with only four (7.8%) 
cases of amniotomy induced labor, while the rate of 
prostaglandin induced labor and labor induced by 
premature rupture of membranes (PPROM) was the 
same, 43.2% (n=22 each). Risk factors for OASIS were 
present in as many as one-third of women with OASIS 
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(n=17; 33.3%). More than two-thirds of study delive-
ries (35/51; 68.6%) were managed by an obstetrician 
and a midwife. Midwives with <10 and >10 years of 
work at maternity wards attended deliveries associated 
with the occurrence of OASIS in almost identical pro-
portion, with a slight prevalence of the latter (28/51; 
54.9%).
Table 2. 
Distribution of particular OASIS types (8)
OASIS degree n %


















OASIS = obstetric anal sphincter injuries; buttonhole tear = injury 
of rectal mucosa with intact external anal sphincter (ref. 11)
h e overall number of deliveries with and without epi-
siotomy was 2971 (23%) and 9887 (77%), respectively. 
h e prevalence of OASIS was 0.7% (22/2971) in vagi-
nal deliveries with episiotomy and 0.3% (29/9887) in 
vaginal deliveries without episiotomy. In the group of 
OASIS with episiotomy, 90.9% (n=20) of OASIS cases 
occurred in primiparae, and only 9.1% (n=2) in mul-
tiparae (z=2.98; p<0.01) (Table 3). More than half of 
OASIS cases (51%) occurred in the 3500-4000 g birth 
weight group. h ere was no statistically signii cant 
dif erence in the rate of OASIS between vaginal deli-
veries with and without episiotomy at neonatal birth 
weight <4000 g and ≥4000 g (z=-0.1752; p=0.8572) 
(Table 4).
Table 3. 
































z-test for proportions 2.9869
p-value 0.00278
OASIS = obstetric anal sphincter injuries 
Table 4. 
Number of OASIS cases according to neonatal birth weight – 
with and without episiotomy
































z-test for proportions -0.1752
p-value 0.8572
OASIS = obstetric anal sphincter injuries 
h e greatest number of OASIS cases was recorded in 
the group of neonatal head circumference of 35-36 cm 
(31.3%). However, there was no statistically signii cant 
dif erence in the number of OASIS cases between vagi-
nal deliveries with and without episiotomy according 
to neonatal head circumference (categorized in two 
groups of <34 cm and >34 cm; z=-0.1202; p=0.90448). 
In the group of deliveries of <10-hour duration, epi-
siotomy was not performed in 71.4% (20/28) of deli-
veries in which OASIS occurred. On the other hand, 
in the group of deliveries of >10-hour duration, the 
prevalence of OASIS was 61.1% (n=11) in deliveries 
with episiotomy as compared with 38.9% (n=7) in de-
liveries without episiotomy, yielding a statistically si-
gnii cant dif erence (z=-2.185; p=0.028). In the group 
of deliveries of >10-hour duration, the occurrence of 
OASIS was higher in those with episiotomy (p=0.014). 
Dif erence obtained by comparison of the occurrence 
of OASIS with and without episiotomy irrespective of 
the second labor stage duration did not reach statisti-
cal signii cance (z=-0.099; p=0.920). Risk factors were 
present in 33% (n=17) of deliveries with OASIS (fetal 
head malrotation, shoulder dystocia and OASIS) in 
previous delivery (44% vs. 56%), whereas fetal rotation 
and del ection anomalies were the most common risk 
factors for OASIS (n=11; 64.7%), followed by shoulder 
dystocia (n=3; 17.6%), maternal noncompliance (n=2; 
11.8%), and OASIS in previous delivery (n=1; 5.9%), 
while 65% (n=11) of all deliveries associated with risk 
factors were conducted by the most experienced team 
consisting of an obstetrician and experienced midwi-
fe. Epidural analgesia was administered to 21 of 51 
(41.2%) women with OASIS. h ere was no statistically 
signii cant dif erence in the prevalence of OASIS in de-
liveries with and without episiotomy between women 
with and without epidural analgesia (z=1.11; p=0.26).
Out of 51 deliveries with OASIS, 11 (21.6%) labors 
were terminated by vacuum extraction. h ere was no 
statistically signii cant dif erence in the prevalence 
of OASIS in deliveries with and without episiotomy 
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between spontaneous labors and those terminated by 
vacuum extraction (z=1.55; p=0.12) (Table 5).
Table 5. 
Number of OASIS cases according to labor termination – 

































z-test for proportions 1.5501
p-value 0.1210
OASIS = obstetric anal sphincter injuries
DISCUSSION
Good clinical practice has demonstrated that routine 
episiotomy is not justii ed and should be used exclu-
sively when there is medical indication for it (7). Me-
diolateral episiotomy does not prevent anal sphincter 
injury, whereas midline episiotomy is a major risk 
factor for it (5). According to literature data, the pre-
valence of episiotomy worldwide ranges from 30% in 
Europe (9,10) to 62.5% in the USA (3). In Argentina, 
episiotomy has been performed routinely in almost all 
primiparae (11). 
h e overall risk of the occurrence of OASIS is 1% (12). 
Although the injury is diagnosed and appropriately 
treated immediately at er delivery, pain, anal or uri-
nary incontinence, and sexual dysfunction may persist 
as complications in one-third of these women, com-
promising their quality of life (12). h e risk factors 
for OASIS include primiparity, neonatal birth weight 
>4000 g, vertex presentation, labor induction, epidu-
ral analgesia, prolonged second stage of labor >1 hour, 
shoulder dystocia, midline episiotomy, instrumental 
labor termination (vacuum extraction or forceps extra-
ction), and OASIS in previous delivery (12,13). h e 
prevalence of OASIS has been investigated most exten-
sively in Scandinavian countries and was found to be 
4.2% in Denmark, 2.3% in Norway, and 1% in Finland 
(14). h e low prevalence of OASIS recorded in Finland 
has been attributed to better MPP technique (13). In 
Norway, considerable reduction in the rate of OASIS 
from 4.1% in 2004 to 2.3% in 2010 has been ascribed 
to the national interventional program of MPP (15). 
h e program included modii ed manual perineal pro-
tection (mMPP) consisting of the following: 1) good 
communication between the woman in labor and 
midwife/obstetrician; 2) midwife/obstetrician slows 
down fetal head delivery with one hand; 3) while 
protecting the perineum with the other hand; 4) the 
woman in labor does not push while the fetal head is 
protruding and stretching the perineum; and 5) medio-
lateral or lateral episiotomy is only performed when in-
dicated (15). Our study results showed the prevalence 
of episiotomy to be 23% in a cohort of 12858 vaginal 
deliveries, which is consistent with recommendations 
issued by the international perinatal societies, accord-
ing to which the rate of episiotomy should not exceed 
30% in tertiary perinatal centers with great numbers 
of pathologic pregnancies and deliveries, whereas in 
primary and secondary maternity wards it should not 
exceed 10%-20% (16,17). 
According to RCOG, the acceptable rate of OASIS 
in vaginal deliveries is 1% (18). In our retrospective 
study, the prevalence of OASIS was 0.4%, i.e. lower 
than the rate reported elsewhere, where it ranged from 
0.9% (18) to 4.2% (13). h e lowest prevalence of OA-
SIS of 0.25% has been reported from England (18). h e 
prevalence of OASIS in vaginal deliveries with episi-
otomy was statistically signii cantly higher (0.7%) as 
compared with vaginal deliveries without episiotomy 
(0.3%). h is result is consistent with those reported 
by other authors who also point out that episiotomy 
does not reduce the risk of OASIS (4,12,19-22). Ran-
domized controlled studies also failed to demonstrate 
any major reduction of OASIS in women with versus 
women without episiotomy (23,24).
h e prevalence of OASIS is associated with parity, i.e. 
the risk of OASIS is increased in primiparity (25,26), 
as also coni rmed in the present study, in particular 
in primiparae with episiotomy. Besides primiparity, a 
recent Australian study points to birth weight >4000 g 
and instrumental labor with mediolateral episiotomy 
as risk factors for OASIS (27). In our study, there was 
no statistically signii cant dif erence in the prevalence 
of OASIS between neonatal birth weight >4000 g and 
<4000 g, although some authors suggest that birth we-
ight >4000 g increases the risk of OASIS (28,29). Other 
authors investigating the risk factors for OASIS report 
on an association between fetal head circumference 
and OASIS as a i nding of minor relevance (30). Ko-
morowski et al. found a minor ef ect of head circum-
ference on the occurrence of OASIS (31), whereas 
our results revealed the highest proportion of OASIS 
(31.3%) to have occurred in the group of newborns 
with head circumference of 35 cm and 36 cm. In a re-
trospective study, de Leeuw et al. demonstrated labor 
induction to be a risk factor for OASIS (28), which was 
not coni rmed in our study. We found a statistically 
signii cant dif erence for deliveries of more than 10-
hour duration and deliveries with episiotomy.
Ž. Kuljak, M. Prka, D. Habek, I. Marton, A. Luetić, D. Švanjug, B. Mišković
h ird- and fourth-degree perineal tears and restrictive use of episiotomy
Acta Med Croatica, 72 (2018) 313-318
317
h e presence of risk factors for OASIS was recorded in 
33% of cases, while a team consisting of the obstetri-
cian and midwife with greatest experience conducted 
deliveries in 65% of cases with OASIS, suggesting that 
the risk factors for the occurrence of OASIS had been 
recognized before delivery in most cases. Fetal vertex 
presentation and shoulder dystocia are reported as the 
major risk factors for OASIS (12,13,28), whereas in 
our study fetal rotation and del ection anomalies were 
the most common risk factors for OASIS, followed by 
shoulder dystocia (17.6%), maternal noncompliance 
(11.8%), and OASIS in previous delivery (5.9%).
In a prospective obstetric study conducted in Great 
Britain and Ireland, maternal morbidity was assessed 
relative to episiotomy and operative labor termination 
with vacuum extraction and forceps extraction. Study 
results showed restrictive use of episiotomy to be pre-
ferable in vacuum extraction and routine episiotomy 
in forceps assisted delivery. In vacuum extraction, re-
strictive use of episiotomy is advised because routine 
use of episiotomy increases the prevalence of OASIS 
(32). In our study, vacuum extraction was used in 
21.6% (n=11) of OASIS cases. Based on the analysis of 
numerous retrospective studies, the RCOG guidelines 
point to epidural analgesia as one of the risk factors 
for the occurrence of OASIS, recorded in 2% of cases 
(12). In our study, epidural analgesia was applied in 
41.2% (n=21) of all OASIS cases. h ere was no sta-
tistically signii cant dif erence in the prevalence of 
OASIS between deliveries with and without epidural 
analgesia according to episiotomy. Our results showed 
the prevalence of OASIS during the study period to 
be very low, suggesting that restrictive use of medio-
lateral episiotomy should be more widely employed in 
clinical routine.
Proper evaluation of the restrictive use of episiotomy 
and manual perineal protection as a basis of good mid-
wifery practice have certainly contributed to reducti-
on in the use of routine episiotomy as an unnecessary 
procedure associated with severe perineal tears. h e 
present study showed that midwifery and obstetric 
routine could be modii ed with the aim to achieve evi-
dence-based good clinical practice in order to reduce 
peripartum injuries and protect later reproductive he-
alth of women in labor.
R  E  F  E  R  E  N  C  E  S
1. Chescheir NC. Great expense for uncertain benei t. 
Obstet Gynecol 2008; 111: 1264-5.
2. Habek D. Episiotomy. In: Habek D et al. (eds.). Obstetrics 
operation. Zagreb: Medicinska naklada, 2009, 178-81.
3. h acker SB, Banta HD. Benei ts and risks of episioto-
my: an interpretative review of the English language litera-
ture,1860-1980. Obstet Gynecol Surv 1983; 38: 322-38.
4. Carroli G , Mignini L. Episiotomy for vaginal birth. Co-
chrane Database Syst Rev. 2009; (1): CD000081.
5. Robinson JN. Approach to episiotomy. www.uptpdate.
com 2015 UpToDate®.
6. Prka M, Habek D. Episiotomy – new approach. Gynaecol 
Perinatol 2011; 20 (Suppl 3): 134-9.
7. Hartmann K, Viswanathan M, Palmieri R, Gartlehner G, 
h orp J, Lohr KN. Outcomes of routine episiotomy: a systemat-
ic review. JAMA 2005; 293: 2141-8.
8. Sultan AH, Kamm MA, Hudson CN, h omas JM, Bar-
tram CI. Anal-Sphincter Disruption during Vaginal Delivery. 
NEJM 1993; 329: 1905-1.
9. Buekens P, Lagasse R, Dramaix M, Wollast E. Episiotomy 
and third degree tears. Br J Obstet Gynaecol 1985; 92: 820-3.
10. Mascarenhas T, Eliot BW, Mackenzie IZ. A comparison 
of perinatal outcome, antenatal and intrapartum care between 
England and Wales and France. Br J Obstet Gynaecol 1992; 99: 
955-8.
11. Lede R, Moreno M, Belizan JM. Rel ections on the rou-
tine indications for episiotomy [Rel exiones acerca de la indi-
cacion rutinaria de la episiotomia]. Sinop Obstet Ginecol 1991; 
38: 161-6.
12. Fernando RJ, Williams AA, Adams EJ. h e manage-
ment of third or fourth degree perineal tears. RCOG Green-top 
Guidelines. No 29. London: Royal College of Obstetricians and 
Gynaecologists, 2007.
13. Leenskjold S, Høj L, Pirhonen J. Manual protection of 
the perineum reduces the risk of obstetric anal sphincter rup-
tures. Dan Med J 2015; 62(5): A5075: 1-5.
14. Laine K, Gissler M, Pirhonen J. Changing incidence of 
anal sphincter tears in four Nordic countries through the last 
decades. Eur J Obstet Gynecol Reprod Biol 2009; 146: 71-5.
15. Laine K, Rotvold, Staf  AC. Are obstetric anal sphincter 
ruptures preventable? – Large and consistent rupture rate vari-
ations between the Nordic countries and between delivery units 
in Norway. Acta Obstet Gynecol Scand 2013; 92: 94-100.
16. American College of Obstetricians-Gynecologists. 
American Congress of Obstetricians and Gynecologists Prac-
tice Bulletin: Episiotomy: clinical management guidelines for 
obstetrician-gynecologists: Number 71, April 2006. Obstet Gy-
necol 2006; 107(4): 957-62.
17. Main EK. New perinatal quality measures from the Na-
tional Quality Forum, the Joint Commission and the Leapfrog 
Group. Curr Opin Obstet Gynecol 2009; 21(6): 532-40.
Ž. Kuljak, M. Prka, D. Habek, I. Marton, A. Luetić, D. Švanjug, B. Mišković
h ird- and fourth-degree perineal tears and restrictive use of episiotomy
Acta Med Croatica, 72 (2018) 313-318
318
18. h iagamoorthy G, Johnson A, h akar R, Sultan AH. 
National survey of perineal trauma and its subsequent manage-
ment in the United Kingdom. Int Urogynecol J 2014; 25(12): 
1621-7.
19. Oliveira LS, Brito LGO, Quintana SM, Duarte G, Mar-
colin AC. Perineal trauma at er vaginal delivery in healthy 
pregnant women. Sao Paulo Med J 2014; 132(4): 231-8.
20. Groutz A, Cohen A, Gold R et al. Risk factors for severe 
perineal injury during childbirth: a case-control study of 60 
consecutive cases. Colorectal Dis 2011; 13(8): e216-9.
21. Lowenstein L, Haddad L, Itskovitz-Eldor J, Sabo E, Ja-
kobi P. Episiotomy as a risk factor for early perineal trauma. 
Harefuah 2005; 144(6): 389-93.
22. Gurol-Urganci I, Cromwell DA, Edozien LC et al. h ird- 
and fourth-degree perineal tears among primiparous women in 
England between 2000 and 2012: time trends and risk factors. 
BJOG 2013; 120: 1516-25.
23. Carroli G, Belizan J. Episiotomy for vaginal birth. Co-
chrane Database Syst Rev. 2012; (1): CD000081.
24. Murphy DJ, Macleod M, Bahl R, Goyder K, Howarth L, 
Strachan B. A randomised controlled trial of routine versus re-
strictive use of episiotomy at operative vaginal delivery: a mul-
ticentre pilot study. BJOG 2008; 115: 1695-702.
25. Christianson LM, Bovbjerg VE, McDavitt EC, Hulli sh 
KL. Risk factors for perineal injury during delivery. Am J Ob-
stet Gynecol 2003; 189(1): 255-60. 
26. Groutz A, Hasson J, Wengier A et al. h ird- and 
fourth-degree perineal tears: prevalence and risk factors in the 
third millennium. Am J Obstet Gynecol 2011; 204(4): 347e1-4.
27. Twidale E, Cornell K, Litzow N, Hotchin A. Obstetric 
anal sphincter injury risk factors and the role of the mediolat-
eral episiotomy. Aust N Z J Obstet Gynaecol 2013; 53: 17-20. 
28. de Leeuw JW, Struijk PC, Vierhout ME, Wallenburg 
HC. Risk factors for third degree perineal ruptures during de-
livery. BJOG 2001; 108(4): 383-7. 
29. Handa VL, Danielsen BH, Gilbert WM. Obstetric anal 
sphincter lacerations. Obstet Gynecol 2001; 98: 225-30.
30. FitzGerald M, Weber A, Howden N et al. Risk factor 
for anal sphincter tear during vaginal delivery. Obstet Gynecol 
2007; 109(1): 29-34.
31. Komorowski LK, Leeman LM, Fullilove AM, Bedrick 
EJ, Migliaccio LD, Rogers RG. Does a large infant head or a 
short perineal body increase the risk of obstetrical perineal 
trauma? Birth 2014; 41(2): 147-52.
32. Macleod M, Murphy DJ. Operative vaginal delivery 
and the use of episiotomy – a survey of practice in the Uni-
ted Kingdom and Ireland. Eur J Obstet Gynecol Reprod Biol 
2008;136:178-83.
Cilj: Utvrditi ukupan broj i učestalost razdora međice III. i IV. stupnja u uporabi restriktivne epiziotomije te učestalost op-
stetričkih ozljeda analnog sﬁ nktera (OASIS) u odnosu na paritet, način dovršenja porođaja, trajanje porođaja, epiduralnu 
analgeziju, iskustvo porodničkog tima, porođajnu težinu i opseg glave novorođenčeta. Ispitanice i metode: U retrospek-
tivno kliničko istraživanje uključena je 51 rodilja koje su rodile na Klinici za ginekologiju i porodništvo KB-a Sveti Duh u 
razdoblju od 1. siječnja 2010 do 31. prosinca 2014. s dijagnozom OASIS. Rezultati: Od ukupno 12858 vaginalnih porođaja, 
77 % (n=9887) žena nije imalo epiziotomiju, dok je 23% (n=2971) imalo epiziotomiju. Ukupna učestalost OASIS-a u pro-
matranom razdoblju iznosila je 0,4%, s mediolateralnom epiziotomijom (0,7%) u odnosu na žene bez epiziotomije (0,3 %; 
p<0,05). Udio prvorodilja s OASIS-om statistički je bio viši (68,7 %) u odnosu na višerodilje (31,3%) te trajanja porođaja 
dulje od deset sati (p<0,05). Ukupno je bilo 33 % rodilja s rizičnim čimbenicima za nastanak OASIS-a (malrotacija glavice, 
distocija fetalnih ramena, OASIS u prethodnom porođaju). Nije nađena statistički značajna razlika u odnosu na porođajnu 
težinu novorođenčeta ispod 4000 g (78,4 %) i iznad 4000 g (21,6 %), majčin indeks tjelesne mase u učestalosti OASIS-a u 
odnosu na trajanje drugog porođajnog doba duže od jedan sat (43,6 %) i kraće od jedan sat (56,4 %) (p>0,05). Zaključak: 
Kao rizični čimbenici za nastanak OASIS-a pokazali su se prvorodnost, duljina trajanja porođaja više od deset sati te prim-
jena epiziotomije. U trećini slučajeva s OASIS-om bili su prisutni ostali opstetrički rizični čimbenici za nastanak OASIS-a. 
Restriktivna uporaba epiziotomije i manualna perinealna protekcija smanjuju incidenciju razdora III. i IV. stupnja.
Ključne riječi: treći i četvrti stupanj razdora međice, restriktivna epiziotomija, manualna perinealna protekcija
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